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During the second half of the Twentieth Century, employment in Latin America and the Caribbean un-
derwent two momentous changes: the massive entry of women into the work force and the growth of the 
informal economy. Like other aspects of development, these two changes brought with them advantages 
and disadvantages. Among the benefits are expanded job opportunities for women, which improve their 
self-esteem, raise family incomes, and contributed to a partial reduction in gender-based discrimination. 
The disadvantages include the additional burden that working outside the home has meant for women, 
new health risks, and the loss of social protection associated with employment in the informal economy. 
 
This paper examines these topics from the vantage point of socially inclusive development, and makes 
several short-term policy recommendations that are designed to reduce gender inequality in health and 
employment. Also, it arrives at a number of conclusions on ethnic- and income-based inequality. 
 
We hope that this study will contribute to an understanding of the subject and to the Bank's policy dia-
logue with the borrowing member countries. The ultimate aim is to reduce gender inequality and any 
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In Latin America and the Caribbean (LAC), 
more women than men have entered the labor 
force since the 1980s. By choice or need, 
women have assumed increasingly indispensable 
roles in the economy and their contribution to 
family income has enabled poor families to cope 
with financial hardship.  
 
Although it has its own peculiarities, the region 
replicates a worldwide trend apparent during the 
last decades of the twentieth century; that is, the 
rapid incorporation of women into paid em-
ployment. The feminization of the workforce is 
a consequence of, first, reduced fertility and 
more female schooling which have expanded the 
supply of women workers and, second, the glob-
alization of labor markets which has increased 
the demand for female labor. In addition, a 
growing social acceptance of women in the 
workplace has helped reduce cultural barriers 
against their participation in economic activities. 
As a result, working-age women have allocated 
more time to market work, as a result, they have 
had to juggle their responsibilities and the time 
allocated to childcare, housework and leisure 
activities. 
 
What are the implications of these trends for 
women’s health status? First, paid work can 
have a deleterious effect on health insofar as it 
exposes women to health hazards in the working 
environment. This is particularly an issue in de-
veloping regions of the world, where occupa-
tional health and safety (OSH) concepts and 
regulations are not widely adopted or enforced. 
In addition, the juggling of responsibilities in 
societies where gender roles are rigid and gov-
ernments provide few or no childcare services, 
often increases women’s total work time at the 
expense of “leisure” (which includes time for 
personal care and sleep), with potential negative 
effects on their health status. 
 
Second, however, balancing these potential 
health risks, are the positive effects of paid work 
on women’s health. These effects are mediated 
by increases in self-esteem, social contacts and 
support, as well as by increases in personal and 
household income, which enables purchases of 
health products and services. 
 
Lastly, in the case of women, because of their 
childbearing and childrearing roles, paid work 
can also have intergenerational effects – affect-
ing not only their health, but also that of their 
children. 
 
This paper reviews the existing empirical evi-
dence to track the effects of women’s paid work 
on their own and their children’s health in Latin 
America. It begins with a brief description of the 
changing nature of labor markets and women’s 
labor force participation. It then explores 
women’s occupational health risks and mentions 
some initiatives that seek to respond to these 
risks. The next part of the report looks at the 
existing evidence for the positive effects of paid 
work on women’s health and child health. The 






CHANGING LABOR MARKETS 
 
Globalization, or the global integration of pro-
duction and trade, has had marked effects on 
labor markets around the world. In Latin Amer-
ica, there has been substantial growth of the 
number of workers employed in the service sec-
tor, including financial activities, at the expense 
of those working in the agricultural sector. Tech-
nological advances, global competition and 
labor market deregulation have changed em-
ployment processes and conditions. The latter 
have moved away from formal sector, 9-to-5 
jobs with labor contracts, tenure and employ-
ment benefits, and toward more flexible, less 
permanent arrangements for employers, includ-
ing subcontracting, part-time and short-term 
contracts with few employment benefits. Infor-
mal employment increased in Latin America and 
the Caribbean from an already high proportion 
of 44.6 percent of all employment in 1990, to 
47.9 percent in 1998 (Lora and Marquez, 1998).  
 
Both the growth of the service sector and the 
“informalization” of work conditions have in-
creased the demand for female labor. Women 
are disproportionately employed in service jobs 
and in labor markets that continue to be seg-
mented by sex. They are also willing to work 
under more precarious, less-than-ideal employ-
ment contract conditions (Beneria, 2001; Stand-
ing, 1999). The latter has also increased work-
ers’ exposures to occupational hazards. Informal 
sector work, by definition, takes place outside 
formal legal standards and regulation and, there-
fore, outside monitoring by the government or 
by constituted workers associations. Informal 
sector workers generally fall outside the protec-
tion of labor unions, which traditionally have 
advocated for healthier working conditions 
through collective action. Informal sector em-
ployment grew in the region from 44.6 percent 
in 1990 to 47.9 percent in 1998. In addition, la-
bor unions in Latin America and the Caribbean 
are comparatively weak and largely male-
dominated member organizations, and mostly 
fail to represent the interests of female workers. 
 
The labor market in LAC is also characterized 
by a high level of unemployment and underem-
ployment, along with a lack of unemployment 
and social security insurance for informal sector 
workers. Many of the region’s workers, there-
fore, may be willing to tolerate hazardous work-
ing conditions rather than losing their main 
source of income (Giuffrida et al., 2001b). 
  
THE FEMINIZATION OF  
THE WORKFORCE 
 
The last decades have witnessed a progressive 
feminization of the workforce in Latin America.  
The presence of women in the labor market is 
still below that of industrial economies, but the 
upward trend is consistent and unambiguous. 
Table 1 shows a rise in the proportion of women 
who were economically active in the period 
1990 to 1995/97 in a majority of the 26 coun-
tries listed in the table. During this time interval, 
women’s labor force participation increased by 
about 5 percentage points and the gap between 
male and female economic activity rates in LAC 
as a whole decreased by 4 percentage points. 
Still, on average, women’s economic activity 
rate is about 10 percentage points lower in Latin 
America than in Canada, the United States and 
Great Britain. Women in the region represent 38 
percent of the total labor force, while in more 
developed countries this share is closer to 45 
percent.  
 
If globalization has increased the demand for 
female labor, secular declines in fertility and 
infant mortality rates, as well as women’s educa-
tional gains, have had a similar effect on the 
supply side. The region’s demographic transi-
tion, which is characterized by declining fertility  
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Table 1  Indicator of Economic Activity of Women in LAC (%) 
 
  Adult (15+) economic activity rate   Women in adult  
Country  1990  1995/1997  labor force  
  Women  Men Women Men  1995/1997 
Argentina 
(3b) 29  79  41  76  37 
Bahamas 
(4) 65  81  67  81  47 
Barbados 
(4) 60  76  62  73  49 
Belize 
(2) 24  86  34  79  31 
Bolivia 
(a) (2 ) 46  84  56  74  46 
Brazil 
(b) (3b) 44  85  51  82  40 
Chile 
(3b) 32  75  35  75  33 
Colombia 
(b) (3b) 46  80  52  78  44 
Costa Rica 
(b) (3a) 33  83  36  81  32 
Dominican Republic 
(3a) 34  86  38  86  30 
Ecuador 
(a) (3a) 28  85  49  81  39 
El Salvador 
(3a) 51  80  41  79  37 
Guatemala 
(2) 28  90  32  88  27 
Guyana 
(2) 37  84  40  85  33 
Haiti 
(2) 58  82  57  82  43 
Honduras 
(b) (2) 34  87  41  88  34 
Jamaica 
(3b) 62  77  69  81  46 
Mexico 
(3a) 34  84  39  84  34 
Nicaragua 
(2) 40  87  44  86  35 
Panama 
(b) (3b) 39  79  43  80  36 
Paraguay 
(2) 51  83  35  87  29 
Peru 
(a) (3a) 29  80  55  78  44 
Suriname 
(c) (2) 30  74  33  64  35 
Trinidad and Tobago 
(4) 38  74  47  74  39 
Uruguay 
(a) (4) 44  75  47  74  43 
Venezuela 
(3a) 38  82  41  81  33 
LAC 41  81  46  80  38 
Stage 2   39  84  41  81  35 
Stage 3a   35  83  43  81  36 
Stage 3b   42  79  49  79  39 
Stage 4   52  77  56  76  45 
Canada 59  76  57  73  45 
United States  53  75  54  72  44 
United Kingdom  58  76  60  75  46 
 
Source: UN (2000). 
a: The data relate to the urban survey conducted in the main departmental capitals of the country. 
b: Data are estimated to correspond to standard age groups.  
c: The data relate to the districts of Wanica and Paramaribo.  
2: stage 2 
3a: stage 3a 
3b: stage: 3b 
4: stage 4 
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and relatively low mortality rates, has affected 
the supply of women workers and in part ex-
plains the rise in women’s labor force participa-
tion (Duryea and Székely, 2000).  
 
Following the classification suggested by 
Duryea and Székely, we have grouped LAC 
countries according to their stage of demo-
graphic transition. Belize, Bolivia, Guatemala, 
Guyana, Haiti, Honduras, Nicaragua, Paraguay 
and Suriname are in the second stage, which is 
characterized by high fertility and declining 
mortality rates, particularly among infants. Most 
countries are in the third stage, with declining 
fertility and low mortality rates. We distinguish 
between “younger” countries in stage 3a (Costa 
Rica, Dominican Republic, Ecuador, El Salva-
dor, Mexico, Peru and Venezuela) and “older” 
countries in stage 3b (Brazil, Chile, Colombia, 
Jamaica, and Panama). Finally, Bahamas, Bar-
bados, Trinidad and Tobago, and Uruguay are in 
the fourth stage, where fertility and mortality are 
both low, and population growth is stabilize.
1 
Table 1 shows a clear relationship between the 
stage of demographic transition and the gender 
composition of the labor force. The proportion 
of women in the workforce is lower in countries 
at the earlier stages of demographic transition. 
On the other hand, countries in the last stage of 
demographic transition show female labor force 
participation rates that are comparable with 
those of more developed countries. 
 
The transition toward lower fertility and infant 
mortality rates reduces the time women need to 
spend in household (versus market) production, 
bearing and caring for children. Household in-
come mediates women’s time allocation be-
tween market and non-market work. Children, 
particularly the young, can be cared by the 
mother, by relatives or friends (older daughters, 
the elderly, kin or friends external to the house-
hold who may provide this type of support on a 
reciprocal basis), or by paid care-givers. While 
the availability of informal child care providers 
other than the mother depends on the size and 
composition of the household, in countries 
where the government does not subsidize child-
care, the use of daycare centers and paid child-
care services are options only available to mid-
dle- and upper-income households. 
                                                 
                                                
1 No country in the region is at first stage of demo-
graphic transition (i.e. with high fertility and high 
mortality rates). 
 
The second key determinant of women’s labor 
supply is the level and distribution of education. 
Duryea and Székely (2000) used an instrumental 
variable technique to decompose the determi-
nants of female market participation in Latin 
America based on a panel of data from 22 coun-
tries over the 1980-1996 period.
2  T h i s  s t u d y  
showed that, while participation rates in Latin 
America increased by approximately 35 percent 
during the 1980s, approximately 10 percentage 
points were associated with the reduction in fer-
tility and another 3 percentage points were 
linked to the gains in female schooling.  
 
The region has shown impressive gains in fe-
male education. Gender differences in the aver-
age years of education, historically favoring 
men, disappeared with the cohorts born in 1970 
and nowadays favor women. And women with 
more schooling participate more in the labor 
market, as Figure 1 shows for women aged 30-
45. This figure, however, also shows that in the 
late 1990s female economic activity rates in-
creased because the participation rate of women 
with a lower level of education was higher than 
at the beginning of the decade (Duryea et al., 
2001). It is quite possible that these women in-
creased their participation rates to help their 
families weather economic crises, as they had 
done when faced with economic contraction in 
prior decades–in the seventies as well as in the 
early eighties (Leslie et al., 1988).  
 
 
2 Female participation rates and fertility are highly 
correlated, but the direction of the causality is diffi-
cult to disentangle. In fact, one can argue that women 
tend to have fewer children to be able to enter the 
labor market. Thus, instrumental variable technique 
is required to assess the magnitude of the structural 
relationship between the two variables. 
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In fact, recent evidence from Colombia supports 
this assertion. The economic downturns of the 
end of the decade instigated the entry of females 
into the labor market. Changes in occupational 
categories were studied during the 1997-99 cri-
sis in Colombia. In contrast to young women in 
upper income quintiles with greater resources to 
cope with the economic shock, young women in 
the poorest quintile of the income distribution 
dropped out of school and entered the work-
force, only to be unable to find a job. Fifteen- to 
eighteen-year olds reduced school attendance 
from 55 percent to 50 percent, while reports of 
unemployment in this group increased by 5 per-
cent. These changes were even more dramatic 
for 19- to 21-year old females, whose school 
attendance decreased by 7 percentage points 
while unemployment increased by almost 11 
points (Székely et al., 2000).  
 
The feminization of the region’s workforce, 
therefore, can be explained by a number of con-
verging trends. On the demand side, globaliza-
tion, with its preference for service sector and 
manufacturing work as well as informal job ar-
rangements, has expanded opportunities for fe-
male labor, most often, however, in jobs that pay 
lower wages than men’s jobs, as is documented 
below. On the supply side, the reduction in fer-
tility and mortality rates as well as the gains in 
women’s schooling have increased the supply of 
women workers. Economic crises, another result 
of globalization, seem to have further buttressed 
this supply by drawing low-income women into 
the labor force in order to help families weather 
these crises. Next we examine which jobs 




While more women work, Latin American 
women are still segregated into specific job cate-
gories. In fact, Latin American women face a 
labor market that is more segmented by gender 
than in other parts of the world (Horton, 1999).  
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Table 2  Distribution of Labor Force by Economic Activities in LAC (%) 
 
Country  Sex  A  B  C  D  E F  G  H I J 
Argentina 
(1) Men  1.11  0.36
  19.12 0.94 13.56 23.80  11.12 9.37 19.49 1.13 
 Women  0.22  0.03  9.71  0.27  0.40 21.53  2.25 9.31 37.76  18.53 
Brazil Men  25.99  1.68
 (2)  13.97 - 11.31  13.33  5.91 1.99  25.82  - 
 Women  19.32  0.54  8.39  -  0.70  13.66 1.03  1.69 54.67  - 
Chile 
(3)  Men  19.37 2.11 16.31 0.94 11.99 15.04  10.31 6.96 16.97  - 
 Women  4.55  0.29  12.57 0.20  0.77  25.47 3.27  8.48 44.40  - 
Colombia 
(1) Men  1.62  0.41  18.36 0.85  7.82 25.13  12.37 9.78 23.35 0.32 
 Women  0.52  0.10  18.52 0.28  1.01 27.74  2.21 7.73 41.69 0.19 
Costa Rica
(3) Men  26.90  0.22  15.16 1.35  9.28 17.79  7.61 1.90 18.30 1.51 
 Women  4.72  0.05  16.80 0.34  0.25 26.66  1.83 2.17 28.32  18.88 
Ecuador 
(1) Men  10.54 0.54 15.81 0.67  9.42 25.51  9.44 5.88 22.14 0.05 
 Women  2.30  0.02  12.95 0.21  0.40 37.59  1.44 4.13 40.85 0.12 
El Salvador  Men  37.32  0.13  14.84 0.57 8.76 16.97  6.30 3.69  11.42  - 
 Women  6.34  0.02  24.49 0.10  0.37  37.14 0.59  3.73 27.21  - 
Honduras 
(3) Men  49.76  0.15  12.24 0.45  7.76  12.39 3.52  2.12 11.60  - 
 Women  8.90  0.19  23.78 0.20  0.43  37.10 0.50  2.27 26.64  - 
Jamaica 
(3) Men  28.99 0.81 10.06 0.72 13.69 13.94 8.42  4.97 18.24 0.16 
 Women  9.89  0.17  7.26  0.42  0.65 31.75  2.82 7.59 39.34 0.10 
Mexico Men  26.91  0.47  17.95 0.65 8.12 16.62  5.94 3.50 18.64 1.20 
 Women  9.21  0.08  20.50 0.19  0.32 31.19  1.46 4.21 20.85  11.99 
Panama Men 25.31  0.14  10.06 0.91 11.04 20.65 9.75  5.62 15.36 1.15 
 Women  1.91  0.01  9.21  0.35  0.79 27.96  3.35 8.50 33.61  14.31 
Peru 
(1) Men 7.89  0.71  13.96 0.88  9.30 26.82  14.29 7.86 18.00 0.28 
 Women  3.29  0.09  10.58 0.19  0.25 45.81  1.53 5.29 22.34  10.60 
Trinidad & 
Tobago 
Men  10.83 5.24 12.18 1.67 17.64 12.57 9.59  6.22 23.96 0.07 
 Women  3.39  1.44  8.23  0.69  2.82 25.83  3.57  11.51 42.52  0.06 
Uruguay 
(4) Men  5.80  0.22 17.99 1.15  14.22 19.34 8.67  6.43 26.17  - 
 Women  1.24  -  12.76 0.65  0.48  20.44 2.68  6.92 54.82  - 
Venezuela
(3) 
 Men  15.64 1.47 14.49 1.02 12.25 20.74 8.95  5.15 20.04 0.25 
 Women  1.46  0.37  11.73 0.38  0.93 30.15  1.64 6.54 46.54 0.26 
 
Calculations based on data from ILO (1999a).  
1: urban agglomerations;  
2: include electricity, gas, water and sanitary services.  
3: Civilian labor force employed.  
4: include professional army; exclude compulsory military service 
 
A: Agriculture, hunting, forestry and fishing.  
B: Mining and quarrying.  
C: Manufacturing.  
D: Electricity, gas and water.  
E: Construction.  
F: Wholesale and retail trade and restaurants and hotels.  
G: Transport, storage and communication.  
H: Financing, insurance, real estate and business services.  
I: Community, social and personal services.  
J: Activities not adequately defined. 
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Table 3  New Jobs by Economic Activities in LAC. 1990-1998 (%) 
 
Economic activity  Men  Women 
Manufacturing 14  3 
Wholesale and retail trade  24  34 
Transport, communication and finance  25  3 
Services 37  60 
 
 
Source: ILO (1999b) 
 
Table 2 shows this segmentation by gender in 
economic activities in various countries.
3 A la-
bor market segmented by gender has implica-
tions both for women’s economic opportunities 
and for occupational health and safety because 
segregated markets restrict mobility and oppor-
tunity. With regard to economic opportunities, 
women are effectively barred from generally 
better paid male-dominated occupations. With 
regard to OSH, since occupational health risks 
are not distributed proportionally across the 
genders, the gains made by predominantly male 
labor unions will likely leave the occupational 
health and safety concerns of women workers 
unaddressed. Women will need to join workers’ 
unions or will need to form their own. Anecdotal 
evidence suggests that women are becoming 
somewhat more visible in the regional union 
movement, although as they seek broader repre-
sentation, they may encounter the same barriers 
that women trying to unionize historically faced 
in the United States and other industrial coun-
tries. 
 
The female workforce is overrepresented in the 
services sector (wholesale and retail trade, res-
taurants and hotels; community, social and per-
sonal services) and underrepresented in agricul-
ture, and this employment structure has changed 
relatively little since 1970. Much of the growth 
in women’s employment in the 1990-1998 pe-
riod, as Table 3 shows, took place in the service 
sector, which accounted for 60 percent of new 
jobs created. Wholesale and retail trade made up 
another 34 percent of new jobs, while manufac-
turing, transport, communication and finance 
represented only 6 percent of the new jobs for 
women. On the other hand, new jobs for men 
where more equally distributed among the eco-
nomic activities considered.  
                                                 
3 Based on the International Standard Industrial Clas-
sification of all Economic Activities (ISIC-Rev.2, 
1968). 
 
According to official estimates, the female 
workforce represents around 20 percent of the 
economically active population in the agricul-
tural sector. It is important to underline, how-
ever, that the female share of the counted agri 
cultural labor force, in Latin America as else-
where in the developing world, is subject to sub-
stantial underestimation. More accurate esti-
mates produced by the Instituto Interamericano 
de Cooperación para la Agricultura (Chiriboga 
et al., 1995; Grynspan, 1999) show that women 
make up at least 37 percent of the agricultural 
labor force in the region. They work as unpaid 
workers in family farms as well as seasonal 
wage laborers in commercial agriculture; they 
are involved in small-scale agricultural process-
ing and they sell agricultural products in local 
markets. This means that at least 7 million 
women are invisible in the official counts and 
that the occupational health risks of women in 
this sector are likely to be grossly underesti-
mated.  
 
Women’s share in manufacturing is affected by 
the presence of the maquila, the export oriented 
manufacturers that are set up off-shore to take 
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advantage of the reduced labor costs. In many 
countries (e.g. Argentina, Brazil, Chile) manu-
facturing employment is largely male. In addi-
tion, the average proportion of women in the 
manufacturing has declined in the nineties. 
However, in countries like El Salvador, Mexico 
and the Dominican Republic, where maquila 
operations are important, the share of female 
workers in manufacturing is large (over 60% of 
the workforce) and has expanded. Globalization 
has given increased visibility to maquila opera-
tions and their health risks.  
 
THE QUALITY OF FEMALE  
EMPLOYMENT 
 
What is the quality of the largely segregated jobs 
women get? Women are disproportionately rep-
resented in low-paid employment and underrep-
resented as administrators and managers, al-
though for some this situation has improved in 
the last decades (Gammage and Schmitt, 2001).  
In 1999, 50 percent of all women’s jobs were in 
the informal sector, many of them in domestic 
service, which is the segment of the informal 
sector with the lowest levels of remuneration 
and social protection. This category of female 
employment increased by 1.3 percent during the 
1990s (see Table 4). 
 
Women’s unemployment rates tend to be higher 
than those of men (see Table 5). The recent eco-
nomic recessions linked to global and domestic 
financial crises have led to a disproportionate 
increase in the level of female unemployment, 
which grew from 6.1% in 1990 to 11.2% in 
1998. There is also evidence that discrimination 
against women tends to increase as unemploy-
ment levels go up. Such discrimination is ration-
alized on the grounds that employing women 
pushes up the male unemployment rate, and that 
men need jobs more than women (Lim, 1996). 
The problem of women’s unemployment tends 
to be especially serious at both ends of the age 
range (i.e., for young, first-time workers and for 
older women). Female unemployment rates are 
higher than male rates at all levels of house 
hold income and education, but the highest rate 
(and gender gap) is observed among the poor, 
who experienced a 19.2 percent unemployment 
rate in 1998. As a result, approximately 1 out of 
every 5 poor women is unemployed even if she 
is actively seeking a job. 
 
REDUCING WAGE DIFFERENTIALS  
BY GENDER 
 
Women’s wages, relative to men’s, have been 
rising slowly but steadily for the last two dec-
ades. Although there is still a gender gap in 
wages, by the late 1990s, women in Latin Amer-
ica earned wages that compare quite favorably to 
the wages earned by men. Of the 15 countries 
with available data, the wage ratio falls below 80 
percent (of male wages) only for two countries 
(Honduras and Guatemala). In two others (Co-
lombia and Costa Rica), by the end of the dec-
ade the wage gap had reversed in favor of 
women (Duryea et al., 2001). These advances 
have not, however, benefited all women equally. 
As a result, while the wage gap between the 
sexes has narrowed, there is evidence that the 
wage gap among women has grown (Buvinic, 
2001); that is, that poor women have been left 
behind. A majority of women work for low 
wages because of economic need in informal 
sector occupations where they have no social 
security coverage and are exposed to occupa-
tional health hazards.   
 
Evidence from some labor force surveys that 
more reliably record informal sector work, 
shows, for instance, that women earn, on aver-
age, 25 percent less than men in the formal sec-
tor but 48 percent less in the informal sector. 
Within the informal sector, the largest gender 
inequality is observed among self-employed 
workers. Self-employed men earn about 39 per-
cent less than those employed in the formal sec-
tor; self-employed women earn less than 70 per-
cent of male wages. Domestic workers, which 
account for 15.8 percent of all women workers 
in Latin America (ILO, 1999b), only earn 23 




Table 4  Structure of Urban Employment in LAC. 1990-1999 
 
 Women  Men 
  Formal Informal    Formal Informal   












Latin America                  
1990 52.6  47.4  23.2  13.8 10.4  60.6  39.4 21.6  0.5  17.3 
1999 50.1  49.9  23.4  15.1 11.4  56.1  43.9 24.3  0.8  18.8 
Argentina                  
1991 44.5  55.5  26.5  14.3 14.7  50.1  49.9 28.2  0.5  21.2 
1998 48.6  51.4  20.4  15.8 15.2  52.0  48.0 24.1  0.3  23.6 
Brazil                  
1990 52.4  47.6  21.3  16.7 9.6  63.9  36.1 19.6  0.5  16.0 
1999 48.3  51.7  20.7  20.9 10.1  56.3  43.7 26.4  0.9  16.4 
Chile                  
1990 54.1  45.9  20.1  14.7 11.1  66.5  33.5 21.3  0.2  12.0 
1998 55.2  44.8  17.4  13.1 14.3  67.1  32.9 19.2  0.1  13.6 
Colombia                  
1990 53.5  46.5  26.3  5.0 15.2  55.0  45.0 22.6  0.1  22.3 
1998 51.2  48.8  27.7  4.7 16.4  50.7  49.3 28.4  0.2  20.7 
Costa Rica                  
1990 52.5  47.5  18.6  15.8 13.1  62.3  37.7 19.1  0.3  18.3 
1999 47.5  52.5  19.6  16.6 16.3  56.8  43.2 17.7  0.6  24.9 
Ecuador                  
1990 37.9  62.1  39.9  12.1 10.1  48.3  51.7 32.6  0.7  18.4 
1998 35.9  64.1  46.7  9.4 8.0  45.5  54.5 28.9  1.0  24.6 
Honduras                  
1990 28.0  72.0  50.5  14.6 6.9  54.9  45.1 25.7  0.5  18.9 
1999 32.4  67.6  49.8  9.9 7.9  46.8  53.2 28.6  0.7  23.9 
Mexico                  
1990 60.1  39.9  18.7  12.0 9.2  62.4  37.6 19.1  0.7  17.8 
1999 58.8  41.2  19.2  11.4 10.6  60.4  39.6 17.8  1.2  20.6 
Panama                  
1991 61.9  38.1  14.0  17.8 6.3  65.5  34.5 23.8  1.0  9.7 
1999 57.8  42.2  19.9  14.6 7.7  63.3  36.7 24.4  1.2  11.1 
P e r u                   
1991 37.2  62.8  40.4  11.6 10.8  53.6  46.4 28.9  0.6  16.9 
1998 35.4  64.6  38.7  11.9 14.0  54.7  45.3 23.8  0.5  21.0 
Uruguay                  
1990 53.5  46.5  18.5  16.2 11.8  66.2  33.8 18.6  0.2  15.0 
1999 52.1  47.9  19.8  17.0 11.1  60.7  39.3 24.5  0.2  14.6 
Venezuela                  
1990 60.7  39.3  22.8  10.4 6.1  61.7  38.3 22.0  0.4  15.9 
1999 48.6  51.4  36.6  5.9 8.9  52.4  47.6 29.6  0.2  17.8 
 
Source: ILO (2000). 
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Table 5.  Unemployment Rates by Household Earnings and  
Years of Studies in LAC. 1990-98 (%) 
 
  Household earnings  Years of studies  Total 
  Low  Medium  High  0-5  6-9  10-12  13 or more   
1990              
Women 11.8  4.7  2.2  4.4 7.6 6.9  4.1  6.1 
Men 9.3  3.6  1.5  4.7 5.8 5.1  2.7  5.1 
Difference 2.5  1.1  0.7  -0.3 1.8 1.8  1.4  1.0 
1998              
Women 19.2  8.8  4.5  9.8 13.9  11.7  6.7  11.2 
Men 13.0  5.5  2.9  8.1 8.9 7.3  4.6  7.6 
Difference 6.2  3.3  1.6  1.7 5.0 4.4  2.1  3.6 
 
Source: ILO (1999b) 
WOMEN LEFT BEHIND 
 
Social and economic indicators desegregated by 
gender as well as  ethnicity  or  race  shows  that 
among the poor, indigenous women, women of 
African descent, and women heads of household 
with young children exhibit the lowest levels of 
well-being. For instance, indigenous girls in 
Guatemala are the least likely to attend school; 
indigenous women in Bolivia and Guatemala are 
most likely to work in informal occupations and 
have the lowest levels of returns to the same 
schooling when compared to non-indigenous 
women (Duryea et al., 2001). In 9 out of 13 
countries studied, female-headed families, espe-
cially those with younger children, are more 
numerous in the lowest income (destitute) cate-
gory (ECLAC, 1997). Female heads of house-
hold are more likely to be employed than other 
women, and their low earnings help explain the 
link between female-headed households and 
poverty (Buvinic and Gupta, 1997). In Brazil, 
women of African descent are disproportionately 
represented among poor female heads of house-
hold with young children (Barros et al., 1997). A 
study of the situation in Chile shows that a poor 
households headed by a woman did not enjoy 
the benefits of fast economic growth between 
1987 and 1994. This group was more likely to 
be poor than its male counterparts and they also 
suffered the highest unemployment rates (An-
ríquez and Buvinic, 1997). 
Health measures compound concerns about the 
well-being of poor women. As with economic 
indicators, health indicators desegregated by 
income show widening disparities between bet-
ter-off and poor women. In absolute terms, poor 
women are most vulnerable. In six countries 
studied, females in the bottom 20 percent of the 
income distribution report the highest burden of 
health problems relative to both males and fe-
males in other income quintiles. And although a 
greater proportion of these women have a health 
problem, they are the least likely to seek treat-
ment. Moreover, inequality is evident in this 
group: at the same levels of need, poor women 
do not receive similar levels of care (Henderson 
et al. 2000) Further, poorer women spend more 
on health care as a percentage of their income 
and are least likely to be covered by health in-
surance. 
 
POOR WOMEN AT HIGH RISK 
 
As the prior sections have shown, while the im-
pact of paid work on health (both positive and 
negative) is a pertinent question for the majority 
of working women in the region’s workforce, it 
becomes critical for poor women. The latter 
have increased their labor force participation 
rate in recent years very likely as a result of need 
(although many cannot find work), they 
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face higher health risks (both occupational and 
general) than better-off women and earn very 
low wages. Women’s wages, when they are ade-
quate, are positively related to their own as well 
as to their children’s health. When wages are too 
low, the opposite effect may be true–work, in 
combination with other factors transmitting dis-
advantage, may lead to stagnation or deteriora-
tion in women’s health and that of their children. 
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Quantitative information on occupational haz-
ards in LAC is scarce and presents serious limi-
tations. Official statistics, derived from disability 
compensation systems are available only for the 
relatively small proportion of the workforce who 
work in the formal sector and receive compensa-
tion. However, even if workers are covered by a 
reporting system, the poor identification of oc-
cupational diseases and the legal and bureau-
cratic features of the systems raise questions 
about the validity and accuracy of the estimates. 
Giuffrida et al. (2001b) applied the rates of the 
population covered by reporting systems to the 
whole workforce and estimated that around 
27,000 fatal occupational accidents occurred in 
the region in 1998, which represents 0.135 fatal 
accidents per 1,000 workers. Accounting for 
underreporting and the likely higher exposure to 
occupational hazards in the informal sector, the 
estimate increases to 68,000 fatalities, represent-
ing 0.338 fatal accidents per 1,000 workers. The 
same study also estimated that between 27 and 
51 million occupational accidents cause 3 or 
more days’ absence from work (see Table 6).  
 
Examination of existing statistics on compen-
sated occupational injuries and illnesses reveal 
that women and men have distinctive patterns. 
The figures on work accidents among workers 
affiliated to the Instituto Mexicano del Seguro 
Social (IMSS) in 1999, which represent about 
one third of all the workers in that country, re-
veal that men have higher rates of work-related 
occupational accidents and illness at all age 
groups (see Table 7).
4 Similarly, Giuffrida et al. 
(2001a), analyzing data from a 1996 Mexican 
household survey, found that, after controlling 
for age and characteristics of the work, women 
were less likely than men to report work-related 
impairment.  
 
Women and men are exposed to different types 
of work hazards, since they mostly work in dif-
ferent occupations (remember that the region 
exhibits the highest degree of occupational seg-
regation by gender). Table 8 reports the esti-
mates of work-related impairment in Mexico 
based on a national survey administered in 1996. 
Table 6.  Estimated Annual Occupational Fatalities in LAC in 1998 
 
Work-related accidents  Estimates 
Estimated number of fatal accidents  27,270 – 68,147 
Fatality rate (per ‘1000 workers)  0.135 – 0.338 
Fatal accidents reported in official statistics  7,443 
Fatal accidents unreported  19,827 – 60,704 
Non-fatal accidents with 3 or more days out of work (millions)  27 – 51 
 
Sources: Giuffrida et al. (2001b). 
                                                 
4 Examination of IMSS data from the 1995-99 period 
reveals that the number of occupational accidents 
reported by male workers diminished by more that 
7%, while work-related accidents suffered by women 
increased by 12%. Considering rates, occupational 
accident among male workers decreased about 10 
percentage points more than among women, suggest-
ing that improvements in occupational safety were 
concentrated in occupations with a predominant male 
workforce. 
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Table 7  Number and Rates of Work-Related Accidents Among Workers Affiliated to 
the Social Security in Mexico 1999 –(by age group) 
 
  Number of accident  Rate per 1000 worker 
Age  group  Men Women  Total  Men Women  Total 
Total      319,319      104,186      423,505   43.37  23.24  35.75 
14 or less         149          58         207   19.53  8.14  14.03 
15 - 19       28,952        9,062       38,014   38.65  13.02  26.31 
20 - 24       66,042       18,928       84,970   45.35  16.83  32.92 
25 - 29       63,470       18,337       81,807   46.58  22.31  37.45 
30 - 34       47,307       15,653       62,960   44.54  27.55  38.62 
35 - 39       36,607       14,596       51,203   43.76  34.08  40.48 
40 - 44       26,791       11,575       38,366   42.86  37.10  40.95 
45 - 49       19,583        7,940       27,523   43.51  38.60  41.97 
50 - 54       13,784        4,751       18,535   42.87  36.80  41.13 
55 - 59        9,600        2,198       11,798   42.05  26.30  37.83 
60 - 64        4,265          728        4,993   37.81  17.47  32.32 
65 - 69        1,528          214        1,742   26.51  8.77  21.23 
70 - 74         599          65         664   18.32  4.08  13.66 
75 and more         642          81         723   10.80  3.24  8.56 
 
Source: IMSS (1999). 
It shows that while men were more likely to re-
port physical work-related impairments, women 
report higher proportions of mental or intellec-
tual work-related impairments. In sum, women 
seem to face less physical risks at work than 
men, but more negative risks from the psycho-
social work environment.  
 
Women’s illness and injury rates may be artifi-
cially lowered by technical factors because 
working women tend to spend less time at the 
workplace than their male counterparts. For ex-
ample, the 1998 Nicaragua household survey 
showed that working women spent, on average, 
about one hour less than men at the workplace 
(see Table 9). Thus, female accident rates, which 
are usually calculated per worker rather than per 
hour worked, may appear lower for this reason.  
 
Table 8  Work-Related Impairment in Mexico 1996 
 
Type of impairment  Number  Proportion 
 Men  Women  Total  Men  Women  Total 
Sight, hearing or speech   224,031   51,126   275,157   35.40  31.09   34.51   
Movement, muscular-skeletal   368,994   56,461   425,455   58.30   34.34   53.36  
Mental or intellectual  2,693   11,926   14,619   0.43  7.25   1.83   
Other   37,170   44,921   82,091   5.87   27.32   10.30  
Total   632,888   164,434   797,322   100.00   100.00   100.00  
  
Source: authors’ calculation based on the household survey Encuesta Nacional de Empleo y Seguridad 
Social (Mexico, 1996). 
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Another element that may have important impli-
cations for epidemiological research is the diffi-
culty in accounting for the existence of male-
female task segregation. Women and men with 
the same job titles often perform different tasks, 
thus they may have different exposures to work 
related hazards (Messing et al., 1994). More-
over, factors associated with work-related acci-
dents may differ by sex. Thus, when women and 
men are combined in the analysis of work-
related accidents and sex is included in the 
analysis as an explanatory variable, relationships 
that are important for one sex may be confused 
or weakened when data from the other sex are 
included (Messing et al., 1998).
5   
 
                                                 
5 Another factor that might artificially lower 
women’s illness rates is the different exposure to 
occupational diseases that are more likely to go unde-
tected (e.g. occupational cancers). However, the 
available data does not support this hypothesis. In the 
United States, about 5% of cancers in men are attrib-
uted to occupational exposures. For women, the per-
centage is estimated at no more than 1% (Harvard 
Center for Cancer Prevention, 1996). A study con-
ducted in Spain estimated that the percentage of total 
cancer deaths attributed to occupational exposure 
was 6% in men, and 0.9% in women (González and 
Agudo, 1999). 
When comparisons are made within the same 
industry, the results of studies comparing gender 
exposure to occupational hazards are variable. 
Sometimes women report more accidents than 
men, sometimes fewer. Looking at the examples 
from the LAC region, a study documenting the 
occupational health problems in a sample of 497 
workers of the maquiladora industry in Nogales 
(Sonora, Mexico) found that women workers 
had a greater probability of suffering work-
related diseases and sickness than male workers 
(Balcazar et al., 1995). Another study that 
looked at the prevalence of byssinosis–an occu-
pational lung disease–among workers in a cotton 
mill in Managua, found that female workers had 
a much higher prevalence than male workers 
(Velazquez et al. 1991). This result was attrib-
uted to different exposure between sexes in both 
workplace and non-workplace setting (e.g. 
household wood stove smoke). Female health 
care workers showed a higher prevalence rate of 
tuberculosis than their male counterparts in a 
tertiary care center in Mexico City (Ostrosky-
Zeichner et al., 2000). The prevalence of tuber-
culosis was particularly high among nurses, a 
job with a typically high concentration of female 
workers, thus, gender differences were attributed 
to job segregation in the workplace. 
To conclude, it is difficult to compare occupa-
tional accident rates between male and female 
Table 9.  Time Spent in Workplace and Housework by Nicaraguan  
Men and Women Aged 15 – 65 (hours) 
 
Activity  All population  Working population 
 Men  Women  Men  Women 
Work in family business  3.0  0.9  4.1  3.0 
Paid work  3.0  1.2  4.1  4.0 
Unpaid work  0.3  0.2  0.4  0.7 
Total time spent in workplace 6.2  2.4  8.6  7.7 
Domestic work (cooking, cleaning, etc)  1.4 4.6  1.1  2.7 
Child and elderly care  0.2  1.1  0.1  0.7 
Total time spent in housework 1.5  5.8  1.3  3.4 
Total 7.8  8.2  9.9  11.1 
Number of observations  2900  3099  2095  977 
 
 
Source: authors’ calculation based on the household survey Encuesta Nacional de Hogares Sobre 
Medición de Vida (Nicaragua, 1998). 
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workers because of their very different working 
conditions. It is, nevertheless, convenient to use 
accident rates as an indicator for occupational 
health problems, but women’s specific situation 




The most obvious difference between men and 
women is in their reproductive system. Various 
researchers have shown that during pregnancy, 
women’s respiration and metabolism are more 
active and health hazards from exposure to 
chemicals in the workplace increase (Mattison, 
1999). Moreover, exposure to some types of oc-
cupational hazards may produce negative conse-
quences on the fetus and offspring. For example, 
it has been shown that exposure to chemicals 
such as pesticides may also affect the fetus 
(Waliszewski et al., 2000), and links have been 
established between maternal exposure to pesti-
cides and higher child mortality rates for con-
genital malformation (Jasso and García, 2000). 
 
Ergonomic hazards such as prolonged sitting or 
standing or exertion of physical effort have been 
associated with increased risk of miscarriage, 
low birth weight and prematurity. Evidence of 
association between labor fatigue and low birth 
weight was found in the study of a group of 
women who worked as street vendors during 
their last pregnancy in Mexico City (Hernandez-
Pena et al., 1999). A statistical relationship be-
tween low birth weight and maternal working 
conditions, such as a working week longer than 
50 hours, and problems at work was found in a 
study that analyzed data from 2,623 workers 
who gave birth in Mexico City hospitals in 1992 
(Cerón-Mireles et al., 1997). 
 
Maternity protection laws in the region are quite 
comprehensive and, on average, entitle women 
to three months maternity leave receiving their 
full wages or most of it during this period (see 
Table 10). However, these protections apply 
only to workers in the formal sector of the econ-
omy who are covered by social security. For 
example, under Mexican labor law, women are 
entitled to 12 weeks of maternity leave and to 
receive their full wages during this period, 
which are paid by the IMSS. However, to be 
eligible for the IMSS-funded maternity leave 
wage subsidy, workers must have contributed to 
the IMSS fund for thirty weeks in the twelve-
month period prior to the maternity leave, oth-
erwise, the employer must pay 100 percent of 
the maternity leave wage benefit. Thus, even if 
all working women were legally entitled to 12 
weeks of paid maternity leave, the majority of 
the female workforce that is employed in the 
informal sector would not receive any subsidy 
from the IMSS. In both the formal and the in-
formal sectors there are frequent cases of em-
ployers who refuse to hire pregnant women in 
order to avoid paying maternity wages; who 
force women to resign before they can claim 
maternity leave; or allow women to take mater-
nity leave, but refuse to pay them while on leave 
(Human Rights Watch, 1998). 
 
EMOTIONAL AND MENTAL STRESS 
 
Stress is an important occupational health prob-
lem. Women in both developed and developing 
countries report higher rates of psychological 
distress, consult more health practitioners and 
take more medication for mental health concerns 
than men do (WHO, 2001: pp. 41-43). Stress 
can be defined as a physical or physiological 
stimulus, which produces strain or disruption of 
the individual’s normal physiological equilib-
rium. The most frequent disorders range from 
chronic fatigue to depression, insomnia, anxiety, 
migraine, emotional upsets, stomach ulcers, al-
lergies, skin disorders, tobacco and alcohol 
abuse, heart attack and even suicide.  
 
Work-related stress has been suggested as an 
explanatory factor of the higher incidence of 
mental health problems among women (Woller-
sheim, 1993; Pérez et al., 2000). A major factor 
potentially affecting women’s mental health 
status is the difficulty of reconciling work with 
family duties. If women’s and men’s work dif-
fers in the workplace, their situations diverge 
even more outside the workplace.  Many women 
combine paid work and domestic activities such 
as cleaning, cooking and childcare. The result is 
that a woman’s workday is, on average, longer 
than that of a man. Data from a recent national 
Table 10.   Maternity Leave Benefits in Latin America and the Caribbean in 1998 
 
Country  Length of ma-
ternity leave 
Percentage of wage paid in covered 
period 
Provider of coverage 
Antigua and Barbuda  13 weeks 60  S.S. + possible employer 
supplement
Argentina  90 days 100  Social Security
Bahamas  8 weeks 100  40% Employer / 60% S.S.
Barbados  12 weeks 100  Social Security
Belize  12 weeks 80  Social Security
Bolivia  60 days 100% of national min wage + 70% 
of wages above min wage 
Social Security
Brazil  120 days 100  Social Security
Chile  18 weeks 100  Social Security
Colombia  12 weeks 100  Social Security
Costa Rica  4 months 100  50% Employer / 50% S.S.
Cuba  18 weeks 100  Social Security
Dominica  12 weeks 60  S.S. / Employer
Dominican Republic  12 weeks 100  50% Employer / 50% S.S.
Ecuador  12 weeks 100  25% Employer / 75% S.S.
El Salvador  12 weeks 75  Social Security
Grenada  3 months 100 (2 months), 60% for 3rd month  S.S. / Employer
Guatemala  12 weeks 100  33% Employer / 67% S.S.
Guyana  13 weeks 70  Social Security
Haiti  12 weeks 100 for 6 weeks  Employer
Honduras  10 weeks 100 for 84 days  33% Employer / 67% S.S.
Jamaica  12 weeks 100 for 8 weeks  Employer
Mexico  12 weeks 100  Social Security
Nicaragua  12 weeks 60  Social Security
Panama  14 weeks 100  Social Security
Paraguay  12 weeks 50 for 9 weeks  Social Security
Peru  90 days 100  Social Security
Saint Lucia  13 weeks
15 
65  Social Security
Trinidad and Tobago  13 weeks 60-100  S.S./Employer
Uruguay  12 weeks 100  Social Security
Venezuela  18 weeks 100  Social Security
Source: UN (2000).  
household survey in Nicaragua show that, when 
asked about the activities performed the previ-
ous day, men (aged between 15 and 65) spent on 
average six hours and a quarter at work versus 
two and half hours spent on average by women 
(see Table 9). However, counting both the time 
spent in the workplace and doing housework, 
women, on average, work about half an hour 
more than men. If we look at the sub-sample of 
the employed population, the difference is strik-
ing. Women work, on average, one hour and 10 
minutes more than men.  
 
It has been hypothesized that the combination of 
being employed and having children may have a 
detrimental effect on women’s health (multiple 
roles effect) (Bird and Fremont, 1991). On the 
other hand, the relationship might go in the other 
direction, as healthy people may be more willing 
and able to engage in the roles of employment, 
marriage or parenthood. This observation sug-
gests a complex relationship between health, and 
the need to carefully distinguish the independent 
contribution of work and prior health in explain-
ing women’s time allocation decisions (Ver-
brugge, 1983). Indeed some researchers have 
suggested that multiple roles may give people 
security, resources, self-esteem and a feeling of 
greater satisfaction, thus, having a positive effect 
on health (e.g. Sieber, 1974; Spreitzer et al., 
1979).  
 
To date the research, done largely in industrial 
countries, has shown conflicting results. Wolfe 
and Haveman (1983) using data from the Michi-
gan Panel Survey of Income Dynamics found 
that both the childcare and housework demand 
on women and the dual role of working and hav-
ing young children were associated with deterio-
ration in health. On the basis of longitudinal data 
from Germany, Cramm et al. (1998) found that 
the double burden of employment and caring for 
young children diminished the positive impact 
of employment on women's health, and for 
women in manual jobs, the negative effect of 
employment on health prevailed. Analysis of a 
cross-sectional survey of Detroit found that the 
combination of jobs plus family responsibilities 
had no significant effect on women’s health 
(Verbrugge, 1983). Similarly, a study based on 
longitudinal data from the National Longitudinal 
Surveys of Young Women did not find evidence 
that longer hours of employment nor having 
more children resulted in harmful effects on 
health (Waldron et al., 1998). However, these 
studies did not control adequately for the poten-
tial reverse causality between health and the 
likelihood of being employed and having chil-
dren, which might have biased downward the 
estimated effect of multiple roles on health. 
 
A recent survey summarizing, evidence from a 
number of qualitative studies, shows that overall 
performing overlapping activities over pro-
longed periods can have detrimental effects on 
the well-being of women and children (Floro, 
1995). In Latin America, a study of university 
teachers in Caracas, Venezuela, found that 
women with greater workloads in home tasks 
were more likely to complain of anxiety and de-
pression (Blanco and Feldman, 2000). Another 
study based on interviews with poor rural 
women in Mexico, found strong evidence of 
increasing emotional and psychological disor-
ders, as a result of the increased intensity in their 
time use (Roldán, 1985).  
 
Stress at work is also likely to be related to the 
degree of control over duties to be carried out 
and over the organization of work (Hall, 1989). 
Jobs assigned to women are characterized by a 
low level of decision latitude and are more likely 
to be stressful (Cerón and Pimentel, 2000). A 
study based on cross-sectional data from a poor 
community in the city of Salvador in Northeast 
Brazil also found that there was an association 
between being an informal worker (among 
whose ranks women are overrepresented) and a 
number of physiological symptoms (Santana et 
al., 1997). However, the study did not determine 
whether the statistical association was a casual 
relationship and failed to control adequately for 
differences in socioeconomic status that could 
be associated both with physiological symptoms 




A major research area in occupational health is 
muscular-skeletal problems, which include ar-
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thritis, carpal tunnel syndrome and inflamma-
tions of various joints. Muscular-skeletal disor-
ders of the upper limbs are now among the most 
frequent work-related diseases in many LAC 
countries (see Reis et al., 2000). Muscular-
skeletal problems are a major occupational risk 
factor for women because of the nature of the 
tasks assigned to many women in factories and 
offices that require high levels of repetitive work 
and involve repetitive strain. For example the 
prevalence of carpal tunnel syndrome, a work-
related ailment characterized by wrist pain and 
loss of manual sensitivity, is 2 to 10 times more 
frequent in women than in men (De Krom, et al., 
1990). In LAC, high prevalence rates of muscu-
lar-skeletal disorders have been recorded among 
women workers involved in maquiladora assem-
bly operations and in secretarial jobs (Meservy 
et al., 1997; Ribeiro, 1997).  
 
Mechanical equipment injuries account for a 
high proportion of all work-related injuries in all 
occupations (Gardner et al., 1999). The design 
of machinery and equipment is a major cause of 
injury when it is not conceived or not used prop-
erly, particularly in the manufacturing sector. In 
the design of equipment and tools, the anthro-
pometric data used do not always reflect the 
characteristics of the working population who 
will use it. Most of the personal protective 
equipment and tools used worldwide are de-
signed based on male populations from Ger-
many or the United States. This means that 
many women workers are not properly equipped 




Sexual harassment at work is one form of vio-
lence against women, a health and safety matter 
as well as an issue of human rights.
6 The influx 
of women into the workforce over the past thirty 
years has both magnified the problem and en-
abled women to be more vocal about their own 
defense. Sexual harassment may be defined as 
any non-work-related behavior having a sexual 
component (Gutek, 1985). Many behaviors con-
stitute sexual harassment, but the two main cate-
gories are: 1) quid pro quo harassment, in which 
economic penalties are placed on employees 
who refuse sexual advances; and 2) hostile work 
environment claims, involving a hostile offen-
sive workplace atmosphere caused by sexual 
harassment, without threat of economic loss. 
                                                 
6 Some commentators add the jurisdiction of health 
and safety legislation as another area where sexual 
harassment can be attacked (Aeberhard-Hodges, 
1996). 
 
Harassment in a general sense is one example of 
discrimination: a group or individual with more 
power or confidence picks on a weaker group or 
individual. Those responsible are often men in a 
position of authority over the person they are 
harassing. More generalized workplace harass-
ment which is not tied to group membership and 
is known by many names including bullying, 
mobbing, and emotional abuse, is now the focus 
of more research and policy attention (Keashly, 
1998; Rayner, 1997; Sheehan et al., 1999). Ex-
amples of these behaviors include exclusion 
from key work activities, silent treatment, put-
down in front of others, yelling and screaming, 
flaunting status, and taking credit for work. 
 
Sexual harassment in the workplace, especially 
in its more extreme forms, may have serious 
consequences for the persons targeted, including 
physical violation, depression, fatigue, head-
aches, sleeplessness, hostility, inability to con-
centrate, lower job satisfaction and organiza-
tional commitment, and deterioration of inter-
personal relationships at work (Gutek and Koss, 
1993; Vaux, 1993). 
 
Women are far more likely to experience sexual 
harassment than men, partly because of the 
status and role of women in society, but also 
because of their status and role in the workplace. 
Sexual harassment has been described as the 
most common and least discussed occupational 
health hazard for women. Scientific studies in 
developed countries have shown that between 45 
and 50 percent of women have experienced sex-
ual harassment at some time during their work-
ing lives (Labour Research Department, 1999; 
Sheffey and Scott, 1992).  
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However, not much is known about the inci-
dence of sexual harassment in Latin America. A 
survey of 302 women in Argentina revealed that 
47.4 percent were the object of sexual harass-
ment (Unión del Personal Civil de la Nación, 
1997). In Uruguay, a survey of 1,295 individuals 
found that 15 percent knew of a female col-
league who had experience of sexual harassment 
(Raga, 1999). Certain groups of women are par-
ticularly vulnerable, including live-in domestic 
workers, and women who work in non-
traditional occupations like in the maquiladoras. 
For example, La Botz (1994) in her study of the 
maquiladoras  described sexual harassment as 
“endemic.” 
 
WOMEN FACING HIGHER RISKS 
 
The available information on women’s employ-
ment patterns and occupational health hazards 
highlights the high health risks faced by poor 
women, who were left behind by recent pro-
gress. In addition to the emotional and mental 
stress that most women are exposed to, their ini-
tial comparatively low health status and the low 
wage work they obtain (mostly in the informal, 
unprotected, sector) places them at high risk for 
reproductive and other health hazards in the 
workplace.   
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The Health Benefits of Women’s Paid Work 
 
 
THE IMPACT OF WORK ON HEALTH 
 
A positive correlation is often found between 
health and participation in the labor market. 
Thus, despite the argument that exposure to haz-
ards in the working environment may damage 
health, women who work in paid jobs report, on 
average, better physical well-being than others, 
most of whom are unemployed, retired or keep-
ing house. Table 11 shows self-reported health 
status among Brazilian women aged 15 years 
and older by occupational status. A higher pro-
portion of working women assesses their health 
as excellent, very good or good compared to 
non-working women. Similar patterns emerge in 
other countries of the region, such as Jamaica. 
The positive correlation between employment 
and health generally remains significant and 
substantial with adjustment for age, education, 
marriage and race (Bird and Fremont, 1991; 
Ross and Mirowsky, 1995). 
A plausible mechanism or process is needed to 
support the hypothesis of a casual relationship. 
Some researchers have argued that labor market 
participation may improve women’s health 
status because of increased self-esteem, social 
contacts and support.
7 Conversely, specific 
forms of non-employment may be unhealthy. In 
particular, those who were laid off or fired, or 
who cannot find work, have a low sense of con-
trol, low levels of social support, and suffer dis-
tress as a consequence. Failure to get or keep a 
job may result in demoralization and neglect, 
and thus in poor health. Thus, involuntary un-
employment may diminish health, whereas vol-
untary non-employment, which includes being 
in school or retired or being a homemaker, may 
not (Pearlin et al., 1981). 
 
A positive indirect effect of employment is re-
lated to the fact that paid jobs increase house-
hold income and decrease economic hardship, 
both of which improve physical well-being. The 
seminal model developed by Michael Grossman 
(1972) posits that individuals choose to allocate 
their available time and money so as to achieve 
the combination of health and other goals they 
value most, given their available resources. In 
other words, individuals are assumed to maxi-
mize their utility subject to their budget con-
straint. Women in paid employment bring addi-
Table 11.  Health Status of Women Aged 15 Years and Older by Work Status (%) 
 
Self-assessed health  Brazil: employed
 a  Jamaica: economically active 
b 
 Yes  No  Yes  No 
Excellent   14.91  9.33     28.7      27.0 
Very good   24.01  19.05     28.9      22.5 
Good   39.87  35.57     28.2     24.1  
Fair   19.07  28.59     11.4     14.8 
Bad   2.14  7.46      2.9      11.6 
 
 
Source: (a) Pesquisa Sobre Padrões de Vida (Brazil, 1995-96); (b) Jamaican Survey of  
Living Conditions (1989). 
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7 See Ross and Mirowsky, (1995) for a review.  
tional income and augment the total amount of 
resources available in the household.  
 
Researchers have repeatedly demonstrated the 
positive empirical relationship between income 
and health at the individual and national levels 
(Fiscella and Franks, 1997; Preston, 1975; 
Pritchett and Summers, 1996). These findings 
support the hypothesis that individuals and 
households maximize their utility (including 
health) according to their budget constraint. 
Thus, a positive effect of work on health comes 
into play through the budget constraint’s effect 
on the consumption of health-improving goods 
(Parker and Wong, 1997). The result is that 
women in paid jobs are more likely to be able to 
afford medical care, higher quality diets and bet-
ter housing for themselves and their children.  
 
THE IMPACT OF HEALTH ON WORK 
 
Despite the facts and arguments supporting a 
casual interpretation, other researchers argue 
that much or most of the correlation between 
health and employment results from a selection 
of healthy people into employment and un-
healthy ones out (Repetti et al., 1989; Waldron, 
1991).  
 
Several facts and evidence support this view. 
Clearly, physical impairments can limit the ca-
pacities employers require. Even in the absence 
of a specific disease, many common or chronic 
diseases erode energy and concentration, and 
thus reduce both labor supply and wage rates 
(Luft, 1975; Schultz and Tansel, 1997). A recent 
volume edited by Savedoff and Schultz (2000) 
collects numerous studies carried out in Latin 
America examining the empirical relationship 
between health and labor income. A study that 
analyzes data from Mexico suggests that a de-
cline of one year in age at menarche–an indica-
tor that is closely linked with adult health–is 
associated with an increase in wages of 23 to 26 
percent (Knaul, 2000). A study in Colombia 
found that one more day of disability is associ-
ated with a decrease in earnings by rural women 
of about 13 percent and that taller women earn 
more (about 7 percent more per centimeter) 
(Ribero and Nuñez, 2000). In Peru one less day 
of reported illness in a month increased the wage 
rate of urban and rural women by 3.4 and 6.2 
percent respectively (Cortez, 2000). A similar 
effect was estimated among Jamaican women 
(Neitzert and Handa, 2000).
8 
 
JOINT EXAMINATION OF  
HEALTH AND WORK 
 
The discussion so far shows that women’s work 
decisions, labor income and health are jointly 
determined and linked in a complex relationship. 
The linkages are represented in Figure 2, based 
on the models suggested by Wolfe and Haveman 
(1983) and Haveman et al. (1994). Factors that 
are outside the control of the individual (exoge-
nous factors) are grouped into demographic, 
economic and preferences (taste) factors. 
Women’s wages are determined by health status 
and other exogenous factors (e.g. education, age, 
and experience). Wage rates and exogenous fac-
tors determine women’s decisions to participate 
in the labor market, the allocation of time be-
tween market work and other activities (leisure, 
housework and childcare) and the activity cho-
sen. Women’s health status depends on selected 
demographic and economic exogenous factors, 
the hours of market work, the occupational haz-
ards in the work activity chosen, as well as labor 
and non-labor income. Thus, for simplification, 
work is hypothesized to have a negative effect 
on women’s health because of reduced leisure 
time, the imposition of additional time stress, 
and exposure to hazards in the workplace. Alter-
natively, the positive effect of work on health 
derives from the increased income and the posi-
tive role it may play on self-esteem, social con-
tacts and support.
9  
                                                 
8 In general the effect of health on wages is found to 
be stronger among men than among women.  
9 However, in many developing countries, social se-
curity insurance and income maintenance for the un-
employed are virtually non-existent for those work-
ing in the informal sector. For this reason many poor 
women in the region have no other options than hold-
ing on to their jobs. Therefore, they are more con-
cerned with the immediate need of keeping their job 
to feed themselves and their children than with the 
negative health effects of hazardous working condi-
tions. 
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Figure 2  A Model of the Linkages Between  

























Empirical estimation of these effects is problem-
atic; it may produce statistically biased findings 
and lead to potentially misleading conclusions 
for two main reasons. First, “healthy” workers 
are likely to be preferentially selected for paid 
jobs, which provides a plausible explanation of 
the observed correlation between good health 
and paid workers. Healthier individuals may 
have better chances of getting or keeping a paid 
job. Some people without jobs cannot work be-
cause of a disability, others seem less attractive 
because of a disease or a disability. Another im-
portant factor is related to occupational mobility. 
Faced with a serious health problem, for exam-
ple, a worker may change his/her occupation to a 
less demanding one or drop out of the labor 
force altogether. These factors may produce im-
portant biases in cross-sectional studies of occu-
pational health, and are usually referred to as the 
“healthy worker” effect. Thus, the correlation 
could reflect the effect of health on employment, 
rather than the effect of employment on health 
(Repetti et al., 1989; Waldron, 1991). 
A second source of bias arises because of the 
presence of “unobservable heterogeneity” 
among women. In other words, health and occu-
pation decisions are likely to be both related to 
some characteristics that the researcher does not 
observe, which makes the two events correlated. 
Thus, standard statistical assumptions break 
down and direct estimation of the relationship 
between health and occupation by standard epi-
demiological methods is likely to be biased. For 
instance, if a woman is aware of being particu-
larly sensitive to a specific occupational hazard, 
she may decide not to work in occupations that 
expose her to it. If this form of adverse selection 
were widespread, it would bias downward and in 
some cases reverse direct estimates of the ad-
verse health effects of the working environment 
(Rosenzweig and Schultz, 1983). 
 
Due to this complexity, few studies can claim to 
have been able to disentangle the various factors 
that constitute the relationship between women’s 
work and health. However, the evidence col-
lected so far suggests that, on average, the net 
effect of work on women’s health is positive.  
 
WOMEN’S WORK AND CHILD HEALTH 
 
Women’s work is also linked with the well-
being of her offspring.  Figure 3 shows the com-
plexity of the relationship between a mother’s 
employment and her child’s health. Women’s 
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work can have a negative effect on child health 
because of the reduction of the time that is de-
voted to childcare and breastfeeding (see Leslie, 
1998; Blau et al., 1996). Negative associations 
have been found in the case of pregnant women. 
Work during pregnancy may produce negative 
effects on the development of the fetus, which 
may affect the child’s health (in the previous 
section we referred some evidence that show a 
relationship between low birth weight and ex-
tremely poor maternal working conditions in 
Mexico).
10   
                                                 
                                                                        
10 However, in their seminal paper  analyzing the 
determinants of birth weight using data from a na-
tional representative sample in the U.S., Rosenzweig 
and Schultz (1983) did not find any statistically sig-
nificant relationship between the number of months 
the mother worked while pregnant and birth out-
comes. 
In contrast, women’s work can have a positive 
effect on child health because of the positive 
income effect and longer birth spacing. A recent 
study of n households in low-income urban 
communities found that children of employed 
mothers were better off in terms of their weight 
and height than those whose mothers were not 
employed. This study also found that in families 
with working mothers, childcare was poorer be-
cause the caregiver was less likely to be ob-
served washing their hands than mothers who 
stayed at home with their child, and the the vari-
ety of the food given to the child was more lim-
ited. This suggests that the positive associations 
of work with child health might be due to in-
come rather than improved care (Lamontagne et 
al., 1998). Another study in Santiago, Chile, 
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which controlled for genetic factors (mother’s 
height) and mothers’ schooling, showed that 
child nutritional status (height for age) improved 
when poor mothers earned income. This finding 
was not replicated for non-poor mothers, again 
suggesting the importance of additional income 
for child well-being (Buvinic, 1998).  
 
There is a growing body of literature on the in-
trahousehold allocation of resources and the role 
of individual preferences in household decision 
making. According to this literature, a household 
member’s control over resources outside the 
family (or “threat points”) – such as unearned 
income, wage rate or employability – affects the 
intrafamily distribution of resources. This hap-
pen because greater threat points imply greater 
bargaining power and, hence, influence decision 
making (Manser and Brown, 1980; McElroy, 
1990; Alderman et al., 1995; Handa 1996). Pref-
erences may differ within the household and 
several studies show that, relative to men, 
women tend to favor children in their resource 
allocation behavior with implications for their 
health (Dwyer and Bruce, 1988; Thomas, 1990; 
Kennedy and Peter, 1992). 
 
Empirical evidence supports this hypothesis. In 
Jamaica maternal work was related with reduc-
tions in the family budget devoted to tobacco 
and alcohol (usually driven by the male’s de-
mand) and increases in the demand for goods 
that have a positive effect on children’s health, 
such as food and preventive care (Handa, 1994). 
A study in Guatemala found that women who 
earned a higher proportion of the family income 
had significantly more control over decision-
making in all areas except food purchases, 
which were already primarily women's deci-
sions. Controlling for potentially confounding 
variables, the percentage of the total family in-
come earned by women was highly associated 
with children's nutritional status, suggesting that 
income control by mothers may have benefits 
for children (Engle, 1993).   
 
Altogether, the evidence available suggests that 
maternal employment has a positive effect on 
child health (Leslie and Paolisso, 1989). This 
relationship is reflected in Table 12. Summary 
statistics from the Demographic and Health Sur-
veys (DHS) support the finding that women in 
paid employment are more likely to give birth to 
children who are not underweight. 
 
Table 12.  Proportion of Children Smaller than Average  
or Very Small at Birth by Mother’s Occupational Status (%) 
 
  Guatemala 98-99  Nicaragua 98 
Paid employee  26.43  29.84 
Did not work  32.47  31.36 
Self-employed 28.54 25.25 
Unpaid worker  25.00  34.78 
Average 31.36  30.29 
 
 
Source: authors’ calculation based on various demographic and  
health surveys (DHS). 
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It is a fact that all women work. They perform 
multiple roles of market production, home pro-
duction, and reproduction. Although women 
work, on average, longer hours than men and 
contribute substantially to family income, the 
work of many women goes unrecognized. The 
results of this review paper suggest that the 
short-term policy actions described below would 
go a long way toward improving the health and 
well-being of women in the labor market.  
 
REDUCE DISCRIMINATION IN  
THE LABOR MARKET 
 
The disadvantages and discrimination that LAC 
women face in the labor market can be distin-
guished between: (a) situations where employers 
do not hire women or pay them less than men 
based on cost and productivity concerns; and (b) 
those based on prejudices and gender biases. 
These considerations may help policymakers to 
identify crucial points of intervention and the 
appropriate actions. 
 
In relation to the first point, women may display 
lower levels of productivity (as expressed 
through wages
11) than men because they are dis-
advantaged in terms of having lower levels of 
education, training, and previous work experi-
ence, factors that directly affect worker produc-
tivity. Interruptions in work experience because 
of childbearing or family responsibilities may 
compound their disadvantage in the labor mar-
ket. However, these differences between male 
and female workers may also reflect earlier dis-
crimination, which prevented women from ob-
taining education, training and experience in the 
first place.  
 
                                                 
                                                
11 In economic theory, where there is enough compe-
tition over workers, wages are likely to closely match 
worker’s productivity levels. 
Discrimination is complex and difficult to de-
tect. It may appear initially as assumptions about 
the gender division of labor on the part not only 
of employers, but also the wider community or 
society at large, as well as women workers 
themselves. These assumptions reflect the val-
ues, still preponderant in the region, assigned to 
delegation of the reproductive role to women 
and the productive role to men, prescriptions 
regarding appropriate jobs for women and men, 
and the perception that women are secondary 
earners and non-committed members of the 
workforce. The sharp occupational segmentation 
by gender observed in the region supports the 
prevalence of these values. Such prejudice or 
bias, combined with actual disadvantage, rein-
force discrimination. In the worst situations, 
women may become systematically discrimi-
nated against as a group, producing and earning 
less than men. Thus, employers may discrimi-
nate against women in general, screen individual 
applicants on the basis of gender and prefer to 
hire a man over a woman even if the woman has 
the same education, training and experience. 
 
To protect working women, many countries 
have adopted special measures that include bans 
on night shifts, underground work and other ac-
tivities considered dangerous for women and 
their reproductive health.
12 Other measures lim-
ited the number of hours of work and overtime 
that women could carry out each week and were 
oriented to the protection of women’s traditional 
role as mother and wife. In recent years, such 
measures have been increasingly questioned be-
cause, in some cases, protective legislation has 
had discriminatory consequences that reduce 
women’s access to employment. Some employ-
ers and policymakers, for example, may use the 
 
12 There is little empirical evidence showing that 
these types of work are more or less dangerous for 
women than men, although the reproductive health of 
women may theoretically increase their vulnerability 
relative to men. 
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notion that employment is typically negative in 
its impact on women with families to justify ex-
isting gender inequalities in employment oppor-
tunities and pay. In addition, women may have 
been excluded from hazardous occupations as a 
working group, instead of removing the risk 
from the workplace for the protection of all 
workers’ health. Thus, there is the need to re-
view legislation and regulation in the countries 
of the region to eliminate direct and indirect dis-
crimination.  
 
Research on the effects of sex discrimination 
laws is quite limited. A recent paper by Neu-
mark and Stock (2001) analyzed the effect of 
sex discrimination/equal pay laws in the United 
States during the 1940-1970 period. The two 
authors found some evidence, although it was 
not very strong, that these regulations boosted 
women’s relative earnings, but they also found 
quite robust evidence that the laws reduced fe-
male employment. Thus, laws prohibiting wage 
discrimination based on sex may impose trade-
off between higher wages and lower employ-
ment.  
 
Because the majority of poor women in the re-
gion work in the informal sector and in agricul-
ture, their status in these sectors is key to the 
improvement of their well-being. Their income 
(and thus health improvements for a substantial 
fraction of the lowest income women) can be 
improved by increasing productivity in these 
sectors. Improved productivity and its effect on 
wages may also reduce the conflicts with their 
family responsibilities; efficiency gains may free 
up time while higher wages may allow for paid 
childcare. Women can significantly improve 
their productivity if they are given technical as-
sistance and training to improve the manage-
ment of their activities, and better access to 
credit and other factors of production.  
 
REDUCE UNDERLYING INEQUALITIES 
IN EDUCATION AND HEALTH 
 
The link between women’s education and im-
proved health is well established. Women’s edu-
cation is also clearly related to access to paid 
occupations, with higher quality jobs and better 
wages. Schooling and knowledge may also im-
prove the efficiency in the production of health. 
Studies have consistently found that mother’s 
education is positively correlated with child 
health and nutrition in developing countries (see 
Cochrane et al., 1982).   
 
Women’s educational attainment and health 
status has improved significantly in the last dec-
ades. Unlike other developing regions of the 
world, young women in Latin America and the 
Caribbean attain, on average, higher educational 
levels than men. In the health arena, women live 
longer than men, but are reported to suffer more 
often from morbidity and disability. Neverthe-
less, increasing inequality in the distribution of 
education and health among women in different 
income, ethnic and/or racial groups has trans-
lated into higher inequality of work opportuni-
ties and wages. This underlying inequality in 
human capital investment presents serious chal-
lenges to the promotion of women’s health and 
well-being. 
 
It is also important to recognize the inequality in 
the distribution of disadvantages and the high 
probability that these would cumulate. Thus, a 
disproportionate number of women will cumu-
late disadvantages (e.g. uneducated, unskilled, 
poor, single working mothers) and will be 
among the most vulnerable in the labor market. 
To deal with women’s disadvantaged position, 
action should be taken in the form of positive 
measures and targeted programs to improve 
women’s health, education and training, as well 
as to provide support services and improve em-
ployment opportunities for women. It is impor-
tant to ensure that interventions are introduced 
as early as possible to avoid a process of cumu-
lative disadvantage. 
 
WORK TOWARD COMPREHENSIVE SO-
CIAL INSURANCE FOR THE POOR 
 
As shown earlier, the informal sector (casual 
employment, subcontracting, part-time work, 
home-based work, short-term employment, self-
employment) provides the bulk of opportunities 
for women in the region, particularly poor 
women. It provides alternatives to the traditional 
25  
standard employment model, which typically 
restricts women’s options. More flexible man-
agement of working hours and flexibility in the 
place of work could also benefit women. How-
ever, many women go into the informal sector 
because they have no other choice. In the infor-
mal sector, occupational health and safety stan-
dards are not normally observed or enforcement 
is difficult. Given that women’s employment in 
the informal sector represents more than half of 
total jobs, it is essential to find ways to protect 
women and other vulnerable groups from the 
more negative aspects of such work.  
 
On top of occupational health concerns, informal 
sector and self-employed workers, where most 
women workers are concentrated, have little ac-
cess to health or unemployment insurance bene-
fits. Only 5 percent of women in the poorest 20 
percent of the income distribution are affiliated 
with public or private health insurance and this 
low coverage is not compensated for by public 
health services, where the same inequitable pat-
terns of access and utilization hold (Henderson 
et al., 2000). Lack of health insurance means 
that out-of-pocket payments are a large portion 
of total health spending and adverse health epi-
sodes may have extreme impoverishing effects, 
moving the whole household into poverty (Wag-
staff, 2000). Like general health insurance, oc-
cupational accident insurance is also limited to 
the formal sector. 
 
The informal sector also concentrates unem-
ployment (World Bank, 2000). Few countries in 
the region are able to afford universal unem-
ployment insurance and few programs aimed at 
smoothing consumption during periods of un-
employment are available for informal sector 
workers. Recently, several countries in the re-
gion have begun to finance workfare programs, 
which essentially function as unemployment 
insurance for the informal sector on a limited 
scale.
13 This lack of protection against income 
drops due to unemployment or catastrophic ill-
ness has important consequences on general 
health status, as well as food consumption levels 
and their impact on health.  
                                                 
                                                                        
13 Workfare programs, such as Trabajar in Argentina 
and  Empleo en Acción in Colombia, generally fi-
nance construction or infrastructure rehabilitation 
activities and provide temporary workfare jobs to 
unskilled workers. Given this emphasis, they tend to 
employ men rather than women. 
 
How to extend formal sector protection to the 
informal sector? Increasing formalization is one 
option. Formalized work relations would pro-
mote better labor conditions and allow for en-
forceable labor rights and access to formal social 
risk management instruments, such as health, 
accident, sickness, pension and unemployment 
protection. Further, since informal sector busi-
nesses and individuals are unlikely to self-
insure, there is a role for governments to correct 
market failure (Holzmann and Jorgensen, 1999). 
In spite of these potential benefits, the very fac-
tors that created the extensive informal sector in 
Latin America make greater formalization diffi-
cult to implement. High non-wage costs in the 
form of direct and indirect taxes, regulation and 
licensing, in many cases with weak links be-
tween contributions and benefits, all create 
strong incentives for informality. In 1999, for 
example, mandatory contributions to social se-
curity
14 as a percent of gross wages in the region 
varied between 11 percent in Honduras to 48 
percent in Argentina leading to a high regional 
average, only slightly lower than rates in the 
OECD countries (IDB, 2001). Argentina, Uru-
guay, Colombia, Brazil and Peru have contribu-
tion rates relative to GDP that are higher than 
the OECD average. Many studies suggest that 
the costs of labor market regulations are borne 
by workers in the form of lower take-home 
wages and/or reduced employment and by em-
ployers in the form of increasing costs and lower 
profits.
15 The effectiveness of these taxes is also 
 
14 Social security programs refer to pensions, disabil-
ity and death pensions, health insurance, maternity 
benefits, unemployment insurance, workers’ com-
pensation and family allowances. 
15 Estimates reported by the IDB (2001) suggest that 
mandatory social security contributions and job secu-
rity provisions have a negative effect on employment 
rates. Opinion polls (Latinobarometro) reported in 
this same paper show that workers in Latin America 
may value the benefits afforded by social security 
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low; rates are high and so is evasion in the for-
mal sector.
16 Non-wage labor costs are not the 
only barrier to formality; limited access to credit 
in financial markets and burdensome administra-
tive requirements for property ownership and 
business creation, as well as lack of credible le-
gal protections, also create substantial disincen-
tives and are the subject of a growing literature. 
Thus to increase formalization in the short term, 
governments may have to pursue two, possibly 
contradictory, courses of action. First, govern-
ments must consider reducing social security 
and other taxes that are not perceived to provide 
sufficient benefits by workers or employers. 
Second, they should improve the organization 
and quality of tax-financed services and regula-
tions in order to strengthen the link between 
contributions and benefits and create incentives 
for formality.  
 
A second and feasible short-term option is the 
provision of a safety net for the poor. While 
governments in the region face resource con-
straints and the need to maintain low non-wage 
labor costs, reallocation of existing spending 
away from inefficient public social programs 
and toward targeted social insurance programs 
for the poorest, especially poor women, is a vi-
able and short-term policy for most governments 
in the region. 
                                                                         
contributions less than workers in industrialized 
countries due to low quality care and sustained dete-
rioration in the real value of pensions. 
16 In Guatemala, for example, only 5% of taxes are 
actually collected. Chile leads the region with a 20% 
collection rate (IDB 2001). 
 
ADVOCATE FOR WOMEN WORKERS 
 
The process of empowering people in the work-
place has been a successful vehicle to enhance 
the work environment in the last decades. How-
ever, the particular needs of women have, so far, 
received very little attention in the establishment 
of health promotion policies because women are 
underrepresented in these bodies. For example, 
women workers are underrepresented in deci-
sion-making bodies such as national safety 
councils, occupational health services, trade un-
ions, and enterprise level safety and health 
committees. Action to empower women in the 
formal sector needs to improve their representa-
tion in labor market institutions and in collective 
bargaining structures, especially at leadership 
level. For those working in the informal sector, 
group or collective representation is crucial, as a 
result, the rights to associate freely and to organ-
ize are fundamental to women’s empowerment 
(see Box 1). A good sign in the region is the pro-
fessionalization of NGOs that look after 
women’s concerns. They have fought hard for 
improving women’s sexual and reproductive 
health and increasingly focus on improving their 
occupational health. Examples include, for in-
stance, Coverco, an NGO in Guatemala set up to 
monitor labor conditions in the maquila industry 
and in agriculture. Governments and interna-
tional agencies need to nurture and strengthen 
NGOs such as Coverco, as well as women’s as-
sociations and groups in civil society by, among 
other actions, providing training and funding 
Box 1: Independent Monitors in El Salvador 
 
El Salvador’s duty free, export-oriented apparel factories employ mostly women (80 percent of
the total workforce). A recent government report found unhealthy air and water conditions, large
amounts of forced overtime and the frequent dismissal of workers who supported labor unions.
But some factories have taken pro-active measures to improve conditions through the creation
of a group of independent monitors made up of local union, religious and academic leaders who
meet regularly with workers to hear complaints, investigate problems, make spot checks and
look over books. All agree that human rights violations in the factory are down with respect to
other factories. Nevertheless, lack of freedom to organize remains an unresolved issue. (New
York Times, 2001)  
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and creating conditions that encourage local phi-
lanthropy.  
 
OCCUPATIONAL SAFETY RESEARCH 
AND INFORMATION GATHERING 
 
OSH in Latin America and the Caribbean is still 
in its infancy and there are fewer experts as well 
as safety and monitoring equipment, and less 
enforcement than in developed nations (Delclos 
et al., 1999). OSH research in the region is un-
derfunded. Estimates show that only about 5 
percent of occupational health research in the 
world takes place in developing countries, which 
clearly demonstrates a severe imbalance be-
tween the share of the population, the severity of 
the problem and the resources available in these 
countries (Partanen et al., 1999). Moreover, 
women are less often studied than men and in 
many mixed studies, the sex factor is often not 
investigated (Niedhammer et al., 2000). Thus, 
scientific research oriented toward the well-
being of women workers is needed to yield a 
better understanding of women’s conditions 
(Dumais, 1992). 
 
Information about women’s work and health at 
work is particularly scarce, as standard occupa-
tional classifications frequently omit the types of 
work undertaken by women, especially those 
related to “invisible” occupations in the informal 
sector and in agriculture. Accordingly, it is im-
portant to enhance the effort of data collection 
agencies, including those that collect informa-
tion on employment to establish coherent poli-
cies for women in the workplace. In particular, it 
is important to have this information desegre-







This paper has reviewed the situation of women 
in the labor market in Latin America; the occu-
pational health risks they face; and the relation-
ships between women’s health and work. It has 
also made a series of short-term policy recom-
mendations for the improvement of women’s 
experience in the workplace and its impact on 
their health. Overcoming inequality between 
rich and poor first and foremost, and between 
women and men, with poor, indigenous and 
black women most at risk, is the region’s con-
tinuing major challenge.  
 
While the Latin America experience may not yet 
be typical of other developing regions, it is 
likely to reflect their future, as women’s educa-
tion and health status improves and economies 
become increasingly interdependent and thus 
vulnerable to external shocks and its effects on 
the labor market.
17 Income and human capital 
inequality, though most pronounced in Latin 
America, is also a major theme in the rest of the 
developing world, as are high levels of informal-
ity in labor markets and occupational segrega-
tion. Information on occupational illnesses and 
injuries is also scarce in other regions.
18 Tzanna-
tos’ (forthcoming 2003) describes these underly-
ing differences between regions and gender.   
 
Indeed health inequalities continue to increase 
around the world. The rich data sets of the in-
dustrialized world certainly seem to show that 
variations in life expectancy and health status by 
social class continue to be found and are in fact 
widening. Although, the strength of the relation-
ship varies between countries, age groups, health 
measures used and gender (Auerbach and Krim-
gold, 2001). In the United Kingdom, where there 
is a long tradition of research into inequalities in 
health, life expectancy differences between high 
and low social classes increased for women over 
the past decade from 2.1 to 3.4 years. A slightly 
higher increase was registered for men (Drever 
and Whitehead, 1997). In the former communist 
countries of Central and Eastern Europe, life 
expectancy has fallen since 1989. This fall has 
been concentrated among those with the lowest 
levels of educational attainment and associated 
with drastic reductions in real wages 
(Shloknikov et al., 1988). 
                                                 
17 The “rest” of the developing world is defined as 
Sub-Saharan Africa, East Asia and the Pacific, South 
Asia, the Middle East and North Africa, and Eastern 
Europe.  
18 However, the baseline status of women in the 
workforce in regions of the developing world such as 
Africa and East and South Asia is quite different. 
Labor force participation rates are more variable, 
wage gaps are larger (the exception is China, where 
wage setting is centrally planned, see Ahuja et al., 
1997) poverty more intense, educational attainment 
and life expectancy lower.
  
 
Widening health inequalities are in large part the 
result of increases in poverty and income ine-
quality. Table 13 shows that income inequality 
is in fact increasing in some regions such as 
Sub-Saharan Africa and Eastern Europe, indicat-
ing that the Latin American experience of large 
income inequality and its consequences for 
women’s and men’s work options and health 
outcomes may hold lessons for other regions. 
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Table 13  Income Inequality in Various Regions, 1980s and 1990s 
(averaged Gini coefficients) 
 
 
Region 1980s  1990s 
Eastern Europe  25.01  29.94 
South Asia  35.01  31.88 
East Asia & the Pacific  38.7  38.09 
Middle East & North Africa  40.45  38.03 
Sub-Saharan Africa  43.46  46.95 
Latin America & the Caribbean  49.75  49.31 
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